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Abstract: Introduction: A number of reports in Nigeria and other African countries have noted that there have been extensive debates 

about moving away from out of pocket payments for healthcare to social health insurance mechanisms. However, there is little 

knowledge about what mechanisms the households would prefer for financing healthcare and what may pose barriers to effective care 

financing. This paper hopes to fill the gap in knowledge. Methods: The study was a cross-sectional household survey of urban dwellers 

in Enugu, southeast Nigeria. Data on socio-demographic, preferences for health care financing, and perceived barriers to effective 

health financing was collected from heads of households or their surrogates. Descriptive statistics was run for all the variables. Results: 

The households preferred mostly National health insurance scheme [NHIS] [45.1%], out of pocket [28.2%] and community based health 

insurance scheme [14.1%]. Income, decreased quality of care, incomplete coverage and unemployment were the perceived barriers to 

effective care financing in the study area. Conclusion: This study provides evidence that households preferred risk pooling mechanisms 

for financing healthcare which have elements of cost sharing. There should be efforts to popularize such schemes/or mechanisms, and 

since such mechanisms protect the poor, effort should be made to scale it up to reach larger population especially the informal sector 

and unemployed masses in Nigeria. 
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1. Introduction 
 

Over the years, there have been changes in the way 

healthcare is financed [1-6]. Individuals and households 

have also financed their healthcare needs through range of 

means [4]. Even though the adoption of any financing 

mechanism to reduce catastrophic cost is a function of the 

government [7-8], strivings for universal coverage has made 

it possible that different financing mechanism has evolved 

[9].   

 

Funding healthcare in Nigeria is from a variety of sources 

that include budgetary allocations from Government at all 

levels, loans and grants, private sector contributions and out 

of pocket expenses. Some of these mechanisms are 

individual based options [10] while some are collective [11] 

and may pool more risk more effectively than others. There 

is a more universal option such as insurance mechanisms 

that can pool large risks [12-15] and ensure that individuals 

are protected financially [4, 16, 17].   

 

However, any financing mechanism to be adopted by 

individuals, households, and / or government must be one 

that meets the healthcare financing functions of the health 

systems as set by the World Health Organization [18-19]. 

These financing functions include revenue collection, 

pooling of financial and health risks, and purchasing of 

healthcare. 

 

A number of reports in Nigeria and other African countries 

have noted that there have been extensive debates about 

moving away from out of pocket payments for healthcare to 

social health insurance [20-21]. This resulted from evaluated 

effects of user charges which have evidently rendered many 

households catastrophic [22-24]. Worse still, studies have 

noted that more than half of the spending in poor countries 

comes from out-of-pocket payments by consumers of care—

a highly inequitable form of financing because it hits the 

poor hardest and denies all individuals the type of financial 

protection from the costs of catastrophic illness provided by 

public and private insurance mechanisms [10, 25]. In 

addition, most poor countries are unable to provide their 

citizens with a basic package of essential health services. 

These and many other necessitated the institution of national 

health insurance in Nigeria [26, 27], even though coverage 

have been very poor in Nigeria [28- 29] when compare to 

other West African Countries such as Ghana [30].  

 

Evidence shows that national insurance scheme in Nigeria 

benefits only federal formal sector workers [27], of which 
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access is still poor. Studies from other countries have 

indicated that people in the formal sector are generally more 

financially secure on average, and also more easily 

organized into health insurance schemes since their income 

is readily identified and can often be taxed at source. Indeed, 

the size of the formally employed sector, and its rate of 

expansion or contraction have been cited as important 

background factors in the success or demise of national 

health insurance schemes [31-32]. It is worth mentioning 

that formal sector comprises of enterprises which are 

registered and whose employees earn regular salaries and 

wages [33]. 

 

Some states in Nigeria such as Cross River, Enugu and 

Bauchi have adopted the national health insurance scheme 

though implementation is poor, while in some states, 

adoption is still underway. Reports also indicate that 

communities are happy with community based insurance 

scheme, and that people would be willing to pay for 

community based health insurance and that it is feasible [34-

35]. There are no doubts that such mechanism of insurance 

would reduce burden of payment for healthcare as placed 

especially on the poor and as evidence from other countries 

shows [25].  

 

Efforts to ensure universal coverage for healthcare are being 

impeded by a couple of factors related to economic and 

organizational factors [36]. The government is faced with 

various challenges beginning from a stagnant mono-cultural 

economy that depends on crude oil as a single export 

commodity, a rapid population growth, political instability 

and high rate of unemployment. Reports have indicated that 

interventions to communities should be from their 

perspective or reflect their preferences.   

 

Before the debate for the for universal coverage, the 

adoption of user fees as a cost recovery strategy by health 

care providers caused considerable negative impact on 

equity and access to health care [37]. User fees are defined 

as amounts levied on consumers of government goods or 

services in relation to their consumption, or the amounts of 

money levied on individuals for the use of goods and 

services from which they receive ‗special benefits‘ (38). 

This mechanism of paying for healthcare may impose a 

heavier burden on the poor who are most likely to face a 

higher burden of disease [39-40]. 

 

Establishing household preferences for health care financing 

mechanism would inform the government on approaches 

that would benefit the poor and suit consumer needs. 

However, there is little knowledge about what mechanisms 

the households would prefer for financing healthcare and 

what may pose barriers to effective care financing. This 

paper hopes to fill this gap in knowledge. 

 

2. Methods 
 

2.1 Study Area 

 

This study took place in Enugu urban, southeast Nigeria. 

Enugu urban is the capital city of Enugu state, with a 

population of 1,596,042 males and 1,671,795 females 

according to the 2006 national population census results. It 

comprised of Enugu north and parts of Enugu south and east 

LGAs. It houses about four public tertiary health 

institutions, good numbers of private hospitals [both 

specialist and non specialist] and primary health centers, and 

large number of drug retailers [pharmacies and patent 

medicine] spread all over the place. There are also good road 

network in the urban area,an indication of physical access  to 

the health facilities in all seasons of the year. Enugu   urban 

is also  known to be the headquarters of the southeastern 

states.  The city is quite urbanized with numerous educated 

public and a good proportion are traders. The Enugu state 

health system is decentralized [district health systems], and 

there is free maternal and child health care all over the city. 

There are four universities out of which one is federal, 

another is a state owned while the other two are privately 

owned. There are also two (2) privately owned polytechnics, 

a federal and a state school of nursing and midwifery.. These 

educational institutions in the city predicate that large 

number of the poulation would be literate. The people of 

Enugu urban love christainity mostly, though there are few 

mosques around. 

 

2.2 Study Design   

 

The study used a descriptive cross sectional design 

involving 142 households in Enugu South LGA – Enugu 

urban between September and December 2011. Simple 

random technique by balloting without replacement was 

used to select the study participants. Heads of households or 

their surrogates as the case may be were interviewed using a 

pre-tested interviewer-administered questionnaire. Informed 

consent of the survey participants was sought and duly 

documented [written]. Information sheets containing facts 

were given to the respondents and allowed them some time 

to read and understand the purpose of the interview. Socio-

demographic characteristics of the households, preferences 

for health care financing mechanisms and perceived barriers 

were determined in the study. Descriptive statistics was 

calculated for all the variables. 

 

2.3 Ethical Consideration 

 

The protocol for the study was reviewed by the Department 

of Health and Physical Education, University of Nigeria, 

Nsukka. Informed consent of the survey participants was 

sought orally and duly documented [written]. Information 

sheets containing facts were given to the respondents and 

allowed them some time to read and understand the purpose 

of the interview.  All risks and benefits of the study was first 

explained to the respondents and later handed to him/her. 

The respondents were allowed to pull out of the interview at 

will. Only respondents who formally consented to the 

interview were included in the study while those who did 

not consent to the interview were excluded in the interview.   

 

2.4 Data Collection and Analysis 

 

Interviewers were trained to collect data from the household 

heads or their surrogate as the case may be. The data was 

filtered and entered into the Epi Info statistical software and 

analyzed with statistical package for social sciences [SPSS]. 

Descriptive statistics was run for all the variables.  
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3. Results  
 

3.1 Socio-demographic Characteristics 

 

Majority of the study participants were heads of households 

[72.5%], aged 23-65years[X=38.1786], married [71.1%] 

females [53.2%), and formal sector workers [49.3%]. The 

household population was grouped into the following age 

groups; under 5 years, 6-17years, 18-60 years, and above 60 

years respectively. The total mean and median ages were 7 

and 5.4 [SD-29.8], while 18-60yrs age group has the mode 

[3.00].  The mean number of persons per household was 5.9, 

and most of the study participants were tertiary scholars 

[84.5%] who had spent at least    16 years in school.  

 

3.2 Preferences for Financing Mechanisms 

 

National health insurance scheme [NHIS] [45.1%] was the 

mostly preferred option for financing health care, followed 

by out of pocket [28.2%]. However, other options were 

identified including community based health insurance 

scheme [14.1%], donor funding [2.8%], exemption fees 

[2.1%], taxation [1.4%] and others which the respondents 

indicated that there should be a separate fund financing 

health care.  

 

3.3 Reasons for Preferred Options 

 

The study revealed the following reasons for participants 

preferred option of health care financing. Most [45.1%] of 

the people expressed their preferences for NHIS for the 

reasons that ‘’it is a government intervention, government 

gives a discount of 10%’ and treatment is done at a 

subsidized rate’. For those that prefer Community Based 

health insurance, their quoted reasons were because the 

community assists in footing the bill and because the 

community leaders assist/participate in the organization.   

Community participation in the organization is a factor 

proven to be responsible for the success of most community 

programs. However, some participants preferred out of 

pocket expenditure because they receive immediate 

treatment, by propelling the doctor to take actions. 

 

3.4 Barriers to Effective Health Care Financing 

 

Of the 142 households surveyed, 85 [59.9%] of them 

perceived barriers to effective care financing in the study 

area. Of this group, 44% perceived income as a barrier, 

quality of care was perceived as a barrier by 31.5% while 

incomplete coverage(11.3%), unemployment(10.6%), 

benefit packages (3.8%) and incentive providers (1.4%)  

respectively were the other perceived barriers mentioned . 

 

4. Discussion 
 

It is known that heads of households play major roles in 

paying for health care and in taking other decisions about 

health seeking behavior. Women also are primary care 

givers and in this study majority of them participated. This 

finding implies that health care financing interventions such 

as uptake of risk pooling mechanisms [for example, national 

health insurance scheme,  community based health insurance 

scheme and any other risk pooling mechanism that ensures 

universal health coverage] should target household heads 

since they are key community leaders and are in positions to 

pay for health care services. In addition, community 

advocacy and sensitization activities should target women 

societies because they are also key influencer and often seek 

health care more than men. Targeting community advocacy 

and mobilization activities on women may yield more result 

because they are the primary caregivers and are most often 

available at home for health care interventions.  

 

The average household size in the study area was 5.9 

persons per household, a figure higher than the 4.6 mean 

number per household(4.9 in rural and 4.2 in urban area)  

reported by the National demographic and health survey 

2013.    This implies that many of the households in the 

study area were densely populated and has a lot of 

implications for health care utilization especially paying for 

health care services per household. This study also found 

that   greater proportion of the households was between the 

age group of 18-60 years. This also has lot of implications 

since this population group constitutes the workforce, and it 

may be easy to sensitize, convince and organize them into 

universal health coverage schemes.  

 

There was preference for National Health Insurance Scheme 

[NHIS] more than any other mechanism of funding health 

care This calls for the urgent need for the adoption and 

implementation   of health insurance scheme for the state 

government workers as it may be easy to organize them in to 

insurance by deducting their contributions from the monthly 

income. This finding highlights that NHIS should be made 

mandatory for the state formal sector as a related report has 

recommended [41].  

 
 

Other cost sharing options like community based health 

insurance scheme as found in the study should be explored, 

as this study indicates that people would prefer this 

especially because community solidarity and participation in 

the scheme. However, CBHI is a  component of NHIS 

especially for those that are not into formal sector jobs like 
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the rural dwellers, market men and women, farmers, artisans 

and other groups. There is no doubt that it will work as 

reports in other settings in Nigeria and Vietnam have 

indicated that benefactors were happy with the scheme [22, 

42]. The reported percentage preference in this study may 

indicate poor knowledge of CBHI among the respondents 

and other community dwellers. This then suggests that for 

any nation to drive universal health coverage, strategies to 

massively advocate and sensitize communities and groups 

on the role of CBHI in ensuring universal access to care 

should be deployed. This is because since CBHI is a 

voluntary mechanism, willingness to enroll into the scheme 

may largely depend on the level of individual knowledge, 

advocacy and sensitization strategies among other factor.  

 

There is increasing concerns that out of pocket expenditures 

as preferences in this study may translate to practice. 

Although it has its own advantages, not every household 

may be comfortable with the mechanism and as such, may 

not ensure financial risk protection. There should therefore 

be public enlightenment campaign to educate people about 

ill-effects of out of pocket expenditures and the need to 

adopt risk sharing mechanisms of health insurance scheme 

which would protect households. Since the option propels 

providers to prompt action, there should be efficient 

provider incentives that will work well to make them move 

away from out of pocket services to risk pooling 

mechanisms.    Universal health coverage may be far from 

reaching if out of pocket methods are not eliminated because 

the poor and very poor would not be protected and may 

likely  avoid accessing care due to inability to cope with 

payments.  

 
A lot of factors seem to pose barriers to effective financing 

mechanisms. For example, income, cost, decreased quality 

of care, unemployment and incomplete coverage of social 

insurance mechanisms. Factors related to decreased quality 

of care and incomplete coverage of social insurance 

mechanisms may inhibit trust and confidence of the 

community members in the functionality of effective health 

financing models that can ensure universal health coverage.  

 

These issues need to be addressed as NHIS is at its adoption 

phase in the study area so that strategies would be put in 

place to overcome impediments to effective implementation 

of the scheme. However, the study identified incentives to 

providers as one major barrier to effective health financing. 

This may indicate that providers could be attracted into risk 

pooling mechanisms due to incentives. Benefit package was 

also identified as a barrier. It is a matter of concern because 

individuals are likely not to take up financing mechanisms 

that are not comprehensive in terms of meeting their need. 

This suggests that insurance schemes, government, health 

management organizations should be holistic in designing 

their benefit packages especially for voluntary health 

financing models.  

 

5. Conclusions 
 

This study provides evidence that households preferred risk 

pooling mechanisms for financing healthcare which have 

elements of cost sharing. There should be efforts to 

popularize such schemes/or mechanisms, and since such 

mechanisms protect the poor, effort should be made to scale 

it up to reach larger population especially the informal sector 

and unemployed masses in Nigeria.  It is also recommended 

that donor aids for health care delivery in southeast Nigeria 

should prioritize for health care financing mechanisms that 

could drive health for all. 

 

6. Limitations of the Study 
 

The study sample was small [142] households and so there 

should be caution in generalizing the findings. The study 

was conducted in the urban area where most of the people 

may be aware of debates on issues of health insurance 

schemes and drive for universal health coverage. So on a 

larger scale, the study should be conducted in the rural 

settings where majority of the poor live to also elicit 

community preferences. 
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Figure 2: Household Population 
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Table 1: Participants Age 

Age Range Mean ages Median ages Mode 

23 -65 38.1786 38.0769 25 

 

 
Figure 3: Household Age Group 

 

 
Figure 4: Participant Sex 

 

Table 2: Participant Total School Years 
 Mean  Median  Mode  

Total school period in years 16.2979 17.0000 16 
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Figure 5: Household Sources of Income 

 

 
Figure 6: Participants Marital Status 

 

 
Figure 7: Preferences for Financing Health Care 
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Reasons for Preferred Options 

 

From the study, a lot of reasons were given for the preferred options. Most [45.1%] of the people expressed their preferences 

for NHIS and below are some of their quotes:‖because it is government intervention and government gives us 10% discount 

and .”because one is treated at a subsidized rate”.  

 

Some who said they prefer Community based health insurance quoted as follows; ‖because the community assist in footing 

the bill, and because the community leaders assist in the organization”. 

 

However, the participants preferred out of pocket expenditure because…”one receives immediate treatment, by propelling 

the doctor to commence immediate treatment”. 

 
Figure 8: Barriers to Effective Health Care Financing 
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